Four recent cases of Yersinia enterocolitica infections from Florida are discussed. Two of the cases presented as acute mesenteric lymphadenitis, and the other two presented as septicemia. Three of the isolates were an uncommon serotype, 0:2,3, and the fourth was serotype 0:5. The increasing occurrence of Y. enterocolitica in semitropical areas of the United States is emphasized.
Infections caused by Yersinia enterocolitica manifest themselves in a variety of forms such as enterocolitis, polyarthritis, erythema nodosum, acute mesenteric lymphadenitis (often mimicking appendicitis) (2) , and a typhoid-like septicemia (6) . The latter two conditions can pose a life-threatening situation to the patient. A mortality rate approaching 50% has been reported for septicemia (3, 5 showed discrete cold nodules. Ultrasound of the abdomen revealed increased portal hypertension suggestive of cirrhosis. The leukocyte and erythrocyte counts, hematocrit, hemoglobin, and erythrocyte sedimentation rate were all normal. The patient's history revealed alcoholism of many years, diabetes, and isoniazid and rifampin treatment for pulmonary tuberculosis on an intermittent basis since 1967.
After 12 days, the patient was discharged for followup at the hepatology clinic. Due to a continued rise in liver function test values, the possibility of isoniazid or rifampin hepatitis was considered, and these drugs were discontinued. Two months later, the patient was readmitted with ascites and marked edema of the legs and scrotum. He was febrile with a temperature of 102°F, jaundiced, and lethargic. Liver function tests were markedly elevated: alkaline phosphatase, 283; serum glutamic oxalacetic transaminase, 223; total bilirubin, 11.2; lactate dehydrogenase, 183. The leukocyte count was 13,500/mm' with segmented neutrophils predominating. After two blood cultures were taken, the patient was started on ampicillin (2 g every 4 h) and gentamicin (70 mg every 8 h), to which he responded dramatically. Within 12 h he had become afebrile, alert, and ambulatory. After overnight incubation, both blood cultures (Trypticase soy broth) grew Y. enterocolitica serotype 0:5. The patient's serum, drawn 6 days after admission, showed agglutination titers against the homologous antigen of 1:4,096 and against the Centers for Disease Control typing antigen (0:5) of 1:8,192 The four cases discussed and the report of two previous Y. enterocolitica infections in Florida (8) suggest that infections due to this bacterium may be far more prevelant in semitropical areas of the United States than is presently appreciated. Therefore, microbiologists and physicians in these areas should be aware of this possibility of Y. enterocolitica infections, even in "native" patients.
